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The General Medical Council (GMC) has conducted a consultation process on its proposals for “cre-
dentialing” in postgraduate medical practice in the UK. It has been suggested that these may be used to
provide formal accreditation of a doctor's competency in a certain area of practice. There are 5 main
issues being consulted upon: (a) the time point in a doctor's career at which credentialing should be
undertaken, (b) the scope of practice that should be included in credentials and whether this should
include any competency already accredited by a Certiﬁcate of Completion of Training, (c) the funding
source for the credentialing process, (d) the bodies that are entitled to award a credential, and (e) who
exactly should be eligible for a credential. The Association of Surgeons in Training has commented on
each issue and made recommendations to the GMC. One area of practice that has already begun a
regulation process is Cosmetic Surgery, in response to the lack of deﬁned standards and a clear training
pathway. Both the GMC and Royal College of Surgeons of England have now published standards in this
area and will come into effect in 2016. The impact of these on surgical training is discussed.
© 2016 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. About ASiT
The Association of Surgeons in Training (ASiT) is a professional
body and registered charity working to promote excellence in sur-
gical training for the beneﬁt of junior doctors and patients alike.
With a membership of over 2700 surgical trainees from all 10 sur-
gical specialities, the Association provides support at both regional
and national levels throughout the United Kingdom and Republic of
Ireland. Originally founded in 1976, ASiT is independent of the Na-
tional Health Service (NHS), Surgical Royal Colleges, and specialty
associations.
2. Introduction
The General Medical Council (GMC) has outlined its plans for
credentialing in postgraduate medical practice across the United
Kingdom. The GMC has deﬁned credentialing as ‘a process, which
provides formal accreditation of competences (which include
knowledge, skills and performance) in a deﬁned area of practice,r Ltd on behalf of IJS Publishingat a level that provides conﬁdence that the individual is ﬁt to prac-
tise in that area… ’ [1]. The GMC has outlined that credentials will
be recorded against an individual's entry on the List of Registered
Medical Practitioners [1].
3. Proposals made by the general medical council and how
they affect surgical trainees
3.1. Time point for credentialing
The proposals suggest that a credential will be ‘comparable to
the level of competence expected of a doctor who has completed
formal postgraduate training, but not across the same breadth of
practice.’ [1]. ASiT has signiﬁcant concerns that credentialing may
result in doctors with only partial training in a specialty and that
those doctors may be ill-equipped to cope with complex cases or
complications that unexpectedly arise.
It is essential, therefore, that credentials do not include any skill
or competency already included in a surgical specialty trainingGroup Ltd. This is an open access article under the CC BY-NC-ND license (http://
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Training (CCT).
3.2. Scope of credentials
Staff and associate specialist (SAS) doctors work in a setting that
has consultant oversight; this can be a safe, appropriate and
accountable system. Patient safety should remain paramount;
therefore ASiT would not support any introduction of a clinical cre-
dentialing system that allows doctors to practice without the full
range of skills covered by a CCT, or equivalent.
Furthermore, wewould strongly oppose the tiered credentialing
system proposed by the GMC. This system suggests that there may
be a number of “levels” to which a doctor can credential in a certain
area, gaining increasing responsibility at each level. Recent studies
have demonstrated that patients ﬁnd the array of titles assigned to
doctors confusing [2]. A goal of the credentialing process is to
ensure that patients can be treated safely and provide informed
consent. To do so requires the knowledge that the professional
overseeing a procedure is appropriately trained to do so. The intro-
duction of a tiered system may add further potential for misunder-
standing in the process of informed consent. It is contradictory to
the statements in the GMC consultation document that credential-
ing would introduce “certainty for patients … about those prac-
ticing autonomously,” and maintain “public conﬁdence that
patients are protected” [1].
Avoiding the use of clinical credentials in areas already covered
by a CCT would alleviate the aforementioned concerns. ASiT recog-
nises, however, that there are potential clinical areas that are not
fully deﬁned in training programmes, which may beneﬁt from cre-
dentialing, such as remote and rural medicine or forensic and legal
medicine.
Credentialing may also be useful in non-clinical aspects not
already covered by a specialty training programme, such as medical
education or leadership and management. Credentialing in these
areas may have a less direct impact on patient safety and therefore
should be available to those not on the Specialist Register but with a
full license to practice.
3.3. Eligibility for credentials
With the primary goal of credentialing being to improve patient
protection and care, ASiT is concerned about the erosion of a com-
plex professional role to a mutually exclusive list of basic compe-
tencies. Each competency often relies on a multitude of other
competencies and it requires a comprehensive medical education
to fully assess a patient seeking medical attention. As such, and
with concern for patient safety, ASiT strongly recommends that cre-
dentials (clinical or non-clinical) are not made available to anyone
without an existing medical degree, which conﬁrms a basic level of
training; have successfully completed the post-graduate surgical
examinations, which certiﬁes a specialist level of training; and
are in good standing with the regulator with a full license to
practise.
Furthermore, to ensure a doctor has the appropriate skills to
safely and thoroughly assess a patient and to perform a task inde-
pendently, it is of paramount importance that clinical credentials
should only be made available to those already on the Specialist
or GP Register, as this ensures that the practitioner has been
robustly assessed as competent to treat patients without
supervision.
Although the GMC's proposals regarding doctors applying for
credentials seem pragmatic, ASiT would not endorse such pro-
posals prior to the provision of much more detailed information,
e.g. the method by which a doctor's competence would beevaluated.
3.4. Credentials and organisations
We fully support the objective of improving patient safety. How-
ever, introducing credentials for “service need” undermines that
principle. Under GMC proposals organisations will be eligible to
submit an application to award a new credential. This is concerning.
The GMC do not highlight which organisations will be eligible to
submit a proposal, what safeguards will be implemented to ensure
those organisations do not have signiﬁcant conﬂicts of interest
(such as private healthcare organisations, or the ability to make a
proﬁt from awarding credentials) and which “authorities in the
ﬁeld” will be appropriate for approving the proposals.
There is also a risk of project creep that would lead to a signiﬁ-
cant, unmanageable and expensive burden to doctors across the
country to maintain numerous credentials covering their profes-
sional practice.
We believe, therefore, that there needs to be much stronger
regulation on how organisations apply to award a credential and
that these organisations should be limited to the appropriate Royal
Colleges or their nominated bodies such as the Joint Committee on
Surgical Training (JCST).
3.5. Funding for the credentialing system
The GMC consultation states that it will not expand on plans for
how any training associated with credentialing will be funded.
However, it does recommend that doctors pay a fee to a “credential-
ing organisation.” This is of particular concern to ASiT as the repre-
sentative body for trainees in all surgical specialities in the UK and
Republic of Ireland.
It has been clearly demonstrated that there is an increasing cost
of undergraduate training [3], with ﬁnancially burdensome post-
graduate surgical training [4,5] and trainees are afforded minimal
training budgets per year [6]. Those budgets do not come close to
meeting the already-rising cost of mandatory training. Whilst the
GMC states that it is not its responsibility to decide how the system
is funded it must take some responsibility as the organisation pro-
posing the systematic changes. It must consider the ﬁnancial costs
and funding source for a credentialing system carefully.
With a decreasing number of medical graduates choosing to
pursue a career in surgery [7], a further ﬁnancial disincentive
would exacerbate the problem and would be strongly opposed by
ASiT. Evenmore worrying is that, regardless of the primary funding
source, if independent bodies are responsible for charging for cre-
dentials there remains the potential that a mandatory credential
could be introduced that serves only to make a proﬁt for that
organisation.
ASiT opposes doctors being required to pay a fee to gain a qual-
iﬁcation whose primary beneﬁt is to their host organisation, and
would strongly encourage an alternative funding strategy.
Doctors-in-training in particular are facing challenging times
regarding the cost of training. The introduction of multiple creden-
tials, paid for by doctors, will inevitably increase the ﬁnancial strain
faced by many doctors, who wish to remain professionally compet-
itive. Patients should receive care from those best suited to deliver
it, not those who can afford to be trained.
4. Credentialing in practice: cosmetic surgery
Cosmetic interventions have rapidly gained popularity and
increased proﬁtability, going from a £720 million industry in
2005 to an estimated £3.6 billion in 2015 [8]. As such, the number
and diversity of practitioners has increased to meet the demand for
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Keogh report [9], there was an impetus for change in the regulation
of this branch of practice. Prior to this, the practice of cosmetic sur-
gery had come under the legal restrictions relating the Sale of
Goods Act and breach of the code of conduct of the Advertising
Standards Agency. To date there has been no single organisation
that has accepted responsibility for the training and regulation of
cosmetic surgery, although recommendations for best practice
had been available from the specialty organisations. In direct
response to the concerns raised by the Keogh report [9], the GMC
[10] and the Cosmetic Surgical Interspecialty Committee (CSIC)
[11], under the auspices the Royal College of Surgeons England
(RCSEng), undertook their own review and published
recommendations.
The GMC has expanded its ethical guidance for doctors who
carry out cosmetic procedures [10], building on the principles
established by Good Medical Practice. The guidance details the
duty of care doctors have towards their patients and the standards
of care they need to provide. Any doctor who fails to meet these
standards can be referred to the GMC and their licence revoked.
The limitation of this branch of regulation is a signiﬁcant number
of procedures are carried out by persons who do not fall under
the remit of the GMC. In addition, the GMC does not have a frame-
work for the training or experience a doctor should have prior to
engaging in cosmetic practice.
The RCSEng, by establishing the CSIC, has set the professional
standards for all surgeons who perform cosmetic surgery. The
CSIC Professional Standards for Cosmetic Surgery details the mini-
mum training required for a surgeon to be certiﬁed [12]. In order to
closely delineate such a diverse area of practice, nine certiﬁcation
groups were outlined. The College hopes to develop a system that
allows surgeons to demonstrate high professional and clinical stan-
dards. Certiﬁed surgeons would be listed on the RCSEng website
and the Care Quality Commission would take such certiﬁcation
into account when inspecting and rating services.
In order to achieve certiﬁcation the surgeonmust demonstrate a
number of criteria and submit their application through the CSIC.
The criteria include:
 Being on the specialist register appropriate to the area of
certiﬁcation
 A predetermined number of credits to demonstrate experience
 Management of the cosmetic patient
 Have successfully completed the RCSEng course on Professional
Standards (fee for which will be met by the applicant)
 There is a fee per submission, irrespective of the number of
certiﬁcation groups applied for
This evidence must be collated from the preceding six pro rata
years of practice, and can be subject to review every ﬁve years at
revalidation once certiﬁcation is achieved.
For example, in order to certify in cosmetic breast surgery, the
requirements are:
 GMC specialist register for general surgery with a special in-
terest in breast surgery OR plastic surgery
 Must have attended out-patient consultations for eight patients
considering cosmetic breast surgery
 Must have completed the RCSEng course on Professional
Standards
 Forty credits in the following procedures (1 credit ¼ perform,
0.75 credit ¼ assist, 0.5 credit ¼ observed)
 augmentation*, reduction*, mastopexy*, symmetrisation,
gynaecomastia, cosmetic surgery of the nipple areola complex
* Eight credits must come from these three procedures Crossover skills from implant-based breast reconstruction
carry a 50% credit rate, to a maximum of eight credits
 Maximum of 30% of credits can be obtained from observation
Limitations of the CSIC certiﬁcation system include the ﬁnancial
burden being borne by the applicant. More worryingly, signiﬁcant
emphasis is placed on the numbers of procedures previously per-
formed, assisted or observed, but the system does not allow
demonstration of the level of competence that the surgeon has
achieved or, indeed whether competence is maintained. This is a
retrograde step from the drive towards modern competency-
based training. Without legal compulsion or penalties, it is uncer-
tain what proportion of surgeons will undertake the certiﬁcation
process. While surgeons' cosmetic practice will be reviewed as
part of the revalidation process, the responsible ofﬁcer may not
be a surgeon.
With particular reference to surgical trainees, the best time to
apply for certiﬁcation is at the time of CCT or soon after, as a
body of evidence has already been collated for submission to the
specialist register. However, there is signiﬁcant overlap with the
CCT requirements. For example, in plastic surgery, in order to be
awarded a CCT, 100 aesthetic procedures and 57 breast reconstruc-
tions must be performed or supervised, while in general surgery
with a breast interest there are no indicative numbers for cosmetic
breast surgery. However, three procedure-based assessments
(PBAs) at level 4 are required in both mammoplasty and implant-
based reconstruction to be awarded a CCT.
Cosmetic surgery has been the ﬁrst branch of practice to be
certiﬁed and demonstrates the onerous process to achieve this.
Following the publication of the Keogh report [9], there was a drive
to improve the protection of patients seeking cosmetic interven-
tions. The GMC and RCSEng have approached different facets of
the same problem, and each has their limitations.
5. Recommendations
 It is essential to consider the funding source for a credentialing
system. Its funding should not be borne by the doctor as this
would add further expense to an already expensive training
system and would likely exacerbate recruitment problems in
surgical training.
 To maintain rigorous standards in patient safety, only Royal
Colleges or appointed bodies, such as JCST, should be empow-
ered to award credentials.
 Credentials should not overlap with any skill or competency
already accredited in the existing curricula for award of a CCT.
 Clinical credentials should only be made available to doctors on
the Specialist or General Practitioner Registers, to avoid
“chunking” clinical practice and devaluing the importance of a
well-rounded and complete attainment of skills/knowledge in
that speciality.
 Tiered credentialing has the potential to lead to patient
misunderstanding of their practitioner's clinical competences
and erosion of informed consent. As such, wewould not support
proposals for a tiered credentialing system.6. Conclusions
A system that sees doctors properly accredited for the practice
they carry out is honourable and forward thinking. It is imperative,
however, that such a system does not devalue the training already
provided to surgeons in this country. It must not become a further
ﬁnancial burden on already stretched trainees and the time-point
of, eligibility for and scope of such credentialing must be cautiously
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depth of skill and knowledge provide such care to patients.
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